Objectives: The objective of the study was to measure how access to primary health care in Mississippi varies by type of health insurance.
H ealth insurance coverage is critical. It determines one's access to health services and health status. 1 Adding to the complexity is the recognition that periods of time being uninsured can be short or long term, with different policy solutions. 2 Even with health insurance, access to care may be limited by several factors, including whether one can contact doctors' offices by telephone during office hours, whether one can receive a scheduled appointment within a reasonable amount of time, lengthy waits in doctors' waiting rooms, restrictive clinic hours, and patient access to transportation. 3 Additional factors include seasonality (eg, staff vacations), office staffing levels and turnover, reimbursement rates for varying insurance types, levels of paperwork, and the financial resources of the patient. Supply and demand for health care and access to care are measured in three ways. Supply metrics calculate the ratio of healthcare practitioners to the population in a county or some variation of that calculation (eg, Health Professional Shortage Areas [HPSA] ). 4 Demand measures come from either survey questions in which individuals were asked whether they were able to obtain timely access to health care in the last year 5, 6 or from an examination of physician reimbursement records such as the National Ambulatory Medical Care Survey. In the present study, we used a third measure of access to health care: calling primary care providers' offices to determine whether new patients are accepted and whether they are accepted at different rates depending on health insurance coverage type.
One-third of Mississippi's population resided in a primary care HPSA as of July 2012, 7 which is one indicator of professional healthcare supply. This is in part the result of Mississippi being the most rural state east of the Mississippi River. Several studies have measured the inability of individuals to see a physician or obtain a timely appointment. One study found that 32% of adults covered by private insurance (ages 50Y64 years) reported difficulties in obtaining an appointment when seeking an initial appointment with a primary care physician. 8 Similarly, the study found that 35% of Medicare-insured adults (ages 65 and older) reported problems when seeking a new appointment. 8 Decker found that 20.4% of office-based physicians (those not restricted to primary care) were not accepting new Medicaid patients. 9 Another study, based on physician records, found that 33% of primary care physicians did not accept new Medicaid patients in 2011Y2012. 10 As such, the inability to obtain an appointment with a primary care provider in Mississippi, depending on the type of health insurance, ranges from 20% to 35%, based on either surveys of patients or analysis of payment records.
Key Points

Methods
We used 2010Y2011 data from the Mississippi State Board of Medical Licensure, which consists of 5098 physicians licensed in the state. Because our inquiry was driven intellectually by measuring access to care, we used the HPSA definition of primary care to include general practice, family practice, internal medicine, obstetrics/gynecology, and pediatrics. 11 We stratified the list to primary care physicians who were active in patient care in the state (n = 2138). We further reduced the list by combining physicians in the same practice/ office (n = 678), excluding walk-in clinics because service is not dependent on type of insurance. This stratification yielded individual and group practice offices. Our study did not require institutional review board approval because we did not study human subjects; instead we recorded information related to physicians' business operations. Posing as new patients, we contacted by telephone each office in two separate waves. Wave 1 occurred from May 2012 to June 2012, in advance of the Supreme Court's ruling on the Patient Protection and Affordable Care Act (PPACA) in National Federation of Independent Business v Sebelius. A total of 294 unique offices were contacted during wave 1. Wave 2 occurred from November 2012 to December 2012, during which 384 unique offices were contacted. During each call, we identified ourselves by a pseudonym, volunteered information about the insurance type (private: Blue Cross Blue Shield, Medicare, or Medicaid), and asked to schedule a new-patient appointment with a physician for routine care. Of 678 individual and group practice offices that were identified, 580 were successfully contacted, for a completion rate of 86%. We identified 489 core primary care offices (general practice, family practice, and internal medicine), 99 obstetrics/gynecology offices, and 90 pediatrics offices. A total of 4% of the offices offered an initial appointment with a nurse practitioner, physician's assistant, or registered nurse; however, we declined, asking to see a physician for the initial visit. Our initial survey population also included walk-in clinics (11%), for which no appointment was necessary, although they were not included in the final tallies.
Results
Rates of new-patient acceptance differed markedly by the type of healthcare insurance coverage (Table) . A new patient with private insurance almost always was able to reserve an appointment, with 8% of core primary care and 5% of pediatrician offices reporting ''not currently accepting new patients,'' and none of the obstetrics/gynecology offices declining private-pay patients. When presented with a new patient covered by Medicare, 15% of all offices (pediatricians were not surveyed regarding Medicare) did not accept him or her and the new patient was not accepted by 16% of core primary care offices and by 8% of obstetrics/gynecology offices. For Medicaid patients, 38% of all primary care offices stated that they were ''not currently accepting new patients.'' Nonacceptance rates ranged from 21% for pediatricians and 28% for obstetrics/gynecology offices to 43% for core primary care practices. When examining the ''Other'' category, offices (ranging from 9% for obstetrics/gynecologyYprivate insurance to 21% for core primary careYMedicare) did not resolve an appointment request in the first telephone call because they required additional information (eg, valid health insurance number, valid date of birth), that the physician examine the individual before accepting him or her as a patient, or a call-back to the patient before scheduling an appointment. Ultimately, the practice may or may not have accepted the new patient. As such, the results presented in the Table underestimate reduced access to health care because of insurance status. There are no confidence intervals to report because the survey was of the entire population, with a contact completion rate of 86%.
Discussion
A 2011 national survey found that 68% of adults covered by private insurance (ages 50Y64) reported no problems when seeking an appointment with a new primary care physician. 8 This finding is consistent with that in our survey that 78% of Mississippi private insurance patients (all ages) were able to obtain an appointment with a core primary care physician. Similarly, the study found that 65% of Medicare-insured adults (age 65 and older) reported no problems when seeking a new appointment, a result echoed by our finding of 64% among Mississippi primary care physician offices. A study based on the National Ambulatory Medical Care Survey found that in 2011, 79.6% of office-based physicians (not restricted to primary care) were accepting new Medicaid patients, as opposed to our finding that only 50% of primary care offices were accepting new Medicaid patients. 9 Nationally the estimate was 69.4%, and ranged from 40.4% to 99.3% at the state level.
Inverting the measure to not accepting patients, a 2008 national study found that 58% of primary care physicians reported not accepting new Medicaid patients. 12 Although 38% of Mississippi primary care physician offices were not accepting new Medicaid patients when we contacted their offices, another 12% of calls went unresolved (''Other''), which suggests that the actual nonacceptance rate is between 26% and 50%. Using another metric, 12% of Medicaid patients reported at least one barrier to primary care. 8 Mississippi's Medicaid patients clearly struggle to find a physician because nearly half of primary care offices are not accepting new Medicaid patients. In some cases, however, new Medicaid patients were offered the opportunity to see a nurse practitioner because Medicaid is a federal program regulated at the state level, but there is a great deal of variation in how it is implemented. For example, Medicaid obstetrics/gynecology patients were, in general, unable to secure an appointment unless they were pregnant. Future research should include a nationwide survey with representative samples of physicians' offices by state to provide information on these wide variations.
In Mississippi as of July 2012, one-third of the population is considered underserved by primary medical care, 7 and access to care there is limited because there is an insufficient number of primary care physicians (Mississippi ranks 48th in the nation) 13 and rural physicians. 14 A contributing cause of insufficient access to primary care in Mississippi is the lack of managed care options and lack of integration among physicians, hospitals, and insurers. Further complications include Mississippi's high rate of Medicaid coverage (26% vs the US average of 20%) 15 and far more limited access to primary health care than people covered by private insurance or Medicare. Consequently, health insurance does not necessarily ensure access to primary care. In tandem with concerns about Mississippians, who are some of the poorest and sickest Americans, 16 the lack of regular access to primary care is particularly disconcerting, especially in light of research that an expansion of Medicaid eligibility is associated with a significant decrease in mortality rates, 17 emergency department visits, and the burden of cost. 18 These findings have multiple implications. First, many states are implementing Medicaid expansion on the assumption that insurance coverage equals access to health care. 19 Without the kind of analysis presented in this study, states are likely to overestimate the impact of this expansion on primary care offices and the reduction in demand at hospital emergency departments, notwithstanding the experience in Massachusetts (the state on whose healthcare reform measures the PPACA was modeled) with emergency department visits not increasing more than neighboring states after healthcare reform. 20 We are mindful that ours was a meaure at two points (waves of surveys) in time. Healthcare services are in flux and there are many reasons that a practice may not accept new patients. Nevertheless, on the day we called the practices, we were unable to secure an appointment to see a primary care physician in up to 43% of the cases.
The second implication is the individual physician's business model. If new patient (especially one covered by Medicaid) avoidance is a financial decision, disregarding the incentives in the PPACA to primary care physicians to accept Medicaid patients, these research results have ramifications for the existing payment and delivery system. The converse side to reimbursements is healthcare costs. Massachusetts has targeted controlling healthcare costs as a primary goal. 21 Third, the option of scheduling an appointment with physician extenders (eg, nurse practitioners, physician assistants, registered nurses) rather than wait an extended period to see a primary care physician was rarely offered. Our survey results, however, indicate that consumers would readily see a nurse practitioner or physician assistant, 22 and research shows that nurse practitioners could be used to reduce the national shortage of primary care providers. 23 Finally, the future
